Abstract Our experience of endoscope usage in otological surgery is presented. We included 17 patients with secretory otitis media for grommet insertion, 49 cases of myringoplasties and 6 cases of ossiculoplasties operated between May 2005 and 2008. All the procedures were performed through transcanal route. The success rate regarding perforation closure was 91.5% and average air-bone gap improved from 22.24-12.28 db in myringoplasty group and from 27.5-13 db in ossiculoplasty group. Secretory changes subsided in 16 out of 17 patients in secretory otitis media group. Endoscopic surgery offers many advantages over microscopic surgery which have been discussed.
Introduction
Since the advent of endoscope, the management and understanding of rhinological disorders has undergone a revolutionary change. Over the past few years now, the endoscope has been used increasingly for otological inspection and surgery. Endoscope or endoscope assisted myringoplasy is being performed increasingly by various surgeons for the past 10-15 years [1] . I am presenting my experience in 72 patients with endoscope in ear surgery without using any other aid such as microscope.
We have been using an endoscope for otological surgery for the past 4 years in various types of ear surgeries ranging from grommet insertion to ossiculoplasties. In this communication. I am presenting my experience with endoscope, it's merits and demerit's.
Subjects and methods
I have included 72 ear surgeries performed via transcanal approach with the help of an endoscope (Table 1, 2 and 3). This includes 17 grommet insertions (Fig. 1) , 49 myringoplasties and 6 (Figs. 2 and 3) ossiculoplasties (Fig. 4) . The age range was 6-58 years. After surgery the follow up range was 6 months to 2.9 years .
The telescopes reffered to in this study are 4mm diameter Hopkins telescopes with 0 and 30°. All the procedures were performed with 0 degree endoscope. 30° endoscope was mainly used for inspection of ossicles and for assisting ossiculoplasty.
A skin incision above the hair line was needed to harvest the temporalis fascia graft for myringoplasty. A tympanomeatal flap was elevated in all the cases requiring myringoplasy and ossiculoplasty. Ossicles were inspected and palpated for mobility in all myringoplasy and ossiculoplasty cases and eustachian tube was examined and irrigated with normal saline.
General anesthesia was given for 16 patients which included children and uncooperative adult patients. The rest of the patients were operated under local anesthesia using 1% xylocaine with 1 in 2 lakh adrenaline. A large central perforation was present in most of the cases in myringoplasty group. In the ossiculoplasty group 2 patients had ossicular discontinuity four had ossicular fixation. A preserved cartilage was used in both the patients to bridge the ossicular discontinuity. In the ossicular fixation group the ossicles were adherent to the tympanosclerotic patch which could be freed easily and ossicular mobility attained. Secretory otitis media resolved in all the patients in the grommet insertion group except one who presented with otitis media during the first follow up which necessitated the removal of grommet.
Closure of perforation was achieved in 45/49 cases. Air-bone gap had decreased in all the patients except two patients one of whom had severe ossicular fixation and the other had preoperative profound sensori-neural hearing loss. There was subjective and objective improvement in hearing in all the patients with ossiculoplasty.
Discussion
In today's era of minimally invasive surgery the endoscopes are proving to be very useful. Endoscopy allows excellent view with minimum exposure [1] . With the use of endoscope
